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SUMMARY
At-risk and problem drinkers
(excluding those with severe
dependency) are estimated to
be 20% of the Canadian
population. With minimal
training family physicians can
effectively manage patients
with alcohol problems. The
Alcohol Risk Assessment and
Intervention Project of the
College of Family Physicians of
Canada has developed
materials and training for
family physicians to use in
helping their patients reduce
the risks of alcohol-related
harm.

RESUME
On estime que les
buveurs a risque et les
surconsommateurs (a
1'exclusion des individus
souffrant d'une dependance
severe) representent 20%
de la population canadienne.
Avec une formation minimale,
les medecins de famille
peuvent intervenir
efficacement aupres des
patients aux prises avec un
probleme d'alcool. Le projet
du College des medecins de
famille du Canada "(Risques
associes a la consommation
d'alcool: evaluation et
intervention)) a genere du
materiel educatif destine aux
medecins de famille afin
d'aider leurs patients a
reduire les risques inherents
a la surconsommation d'alcool.
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LCOHOI, IS THE MOST COM-

monly abused substance in
Canada. Approximately
eight in every 10 Canadian

adults (78%) are current drinkers (any
adults who have consumed one or
more drinks in the previous year),'
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and an additional 16% of the popu-
lation are former drinkers.'

Problems associated with alcohol
are common. Nineteen percent of
current drinkers in Canada reported
in 1989 that within their lifetime
they had driven within an hour of
consuming two or more drinks (men
27%, women 9%). Twelve percent of
current drinkers recognized that they
had experienced alcohol-related
physical ailments at some time dur-
ing their lives. The next most com-
mon problem was with social life
(1 1 %), followed by problems with
negative outlook on life (70%),
finances (5%), domestic life (6%),
and employment (4%).'
The extent of the consequences of

alcohol use depends on the individual's
pattern of drinking, that is, the quanti-
ty, frequency, and context of drinking.
The consequences of drinking to intox-
ication (usually at least five drinks per
occasion) are more frequently social or
psychological, such as family violence,
accidents, or unwanted pregnancy.
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Regular heavy drinking might be associated with
social or psychological problems, but physicians
are more likely to recognize physical symptoms
when natients

are severely dependent drinkers. A 1989 survey of
Ontario drinkers found that 71.8% were drinking
at low-risk levels (<15 drinks/wk), and 23.3% at

elevated risk (215
visit for a different
reason.2

Just as patients
can be assessed
for risk of a med-
ical condition,
such as cardiovascular disease, patients can be
assessed for risk of alcohol-related harm based on
their consumption of alcohol. Risk, as a result of
alcohol consumption, can be conceived of as fol-
lowing a continuum (Figure 1).3

In Canada, no consensus has been reached
about precise guidelines for low-risk consump-
tion. Risk can vary in special populations in
Canada, such as among Natives or the elderly.
Surprisingly, limits in different countries are com-
parable. One set of low-risk limits in Canada rec-
ommends daily and weekly limits by standard
drinks.4 Low-risk drinkers should have no more
than three drinks in a day if they are female, four
drinks in a day if they are male, or 12 drinks in
total for the entire week. Guidelines also recom-
mend that each week include days when a
drinker drinks no alcohol. The definitions of stan-
dard drinks by beverage are 45 mL (1'/2 ounces)
of liquor, 150 mL (5 ounces) of wine, 90 mL
(3 ounces) of fortified wine or aperitif, or 360 mL
(12 ounces) of regular beer.
One can estimate the proportion of the popula-

tion who currently abstain, are at low risk, are at
elevated risk, or have severe problems with depen-
dency by visualizing a pyramid, suggested by
Skinner5 (Figure 2). Physicians should be familiar
with appropriate interventions at each risk level.
Patients most likely to benefit from focused inter-
vention drink more than recommended limits and
often have experienced problems related to drink-
ing. Once patients have developed dependency,
have lost their jobs, or have lost social supports
because of drinking, focused interventions are like-
ly to be less helpful. Drinkers with problems or at
risk for problems constitute an estimated 20% of
the adult Canadian population; an estimated 5%

and <50
drinks/wk).6
A model of pri-

mary health care
based on the con-
tinuum of risk

associated with alcohol consumption has been
proposed by the Alcohol Risk Assessment and
Intervention (ARAI) project (Table 1).3 Most peo-
ple are at low risk of developing drinking prob-
lems because their consumption is low.
Nevertheless, people can move from one risk level
to another. To maximize the number of people
remaining at low risk, physicians can provide pri-
mary prevention for non-drinkers and low-risk
drinkers. Non-dependent problem drinking is
now recognized as highly prevalent and as caus-
ing more harm to society than dependent drink-
ing, even though problems of individual
non-dependent problem drinkers are generally
less frequent or less severe.` Because successful
intervention for problem drinkers can be brief
and very low cost, assisting these patients should
be a priority for family physicians. Of course,
family physicians must also identify and refer
patients who are at substantial risk because of
their dependence on alcohol.

Family physicians' role
Why should physicians screen and treat problem
drinkers? Family physicians are widely accessible:
more than 95% of Canadians can identify their
family physician and about 70% visit one in any
given year. People perceive family physicians to
be a credible source of information, and receiv-
ing advice on personal drinking from them could
carry less stigma than from other providers.
Family physicians have some expertise to man-
age behavioural, psychological, and physical ail-
ments and can provide continuity and
coordination of treatment. People with alcohol
problems are known to use primary health care
services more than the rest of the population.
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Primary prevention, focused intervention, and
referral can be brief and effective. Simply asking
about alcohol use changes the behaviour of
approximately 5% of at-risk patients.'0
The Canadian Medical Association provided

important support for the ARAI project in their
policy summary, 'Alcohol and Alcohol-Related
Problems" to encourage prevention activities in
alcohol-related illness." The following recom-
mendations are included among other state-
ments. Physicians should:
* "recognize the prevalence and severity of alco-
hol-related problems among their patients,"

* "assess and monitor patients' alcohol use as a
preventive strategy and educate patients about
the health hazards of alcohol and the concept
of low-risk drinking," and

* "engage in the early detection, intervention and
care of alcohol-related problems... in their
practices.""I

The policy summary noted that Canadian
physicians not only lack sufficient education in
providing these services, but that they "share the
ambivalence of the general population toward
alcohol and alcohol-related problems. "'
Therefore, important barriers prevent physicians
from implementing preventive strategies. These
barriers have been identified as poor physician
preparation for preventive work, lack of confi-
dence in the effectiveness of brief intervention,
and insufficient positive reinforcement. As well,
inappropriate structures within which to do such
work (lack of time, inadequate financial
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reimbursement, poorly defined confidentiality
guidelines) and lack of appropriate materials are
obstacles.
On the other hand, most patients do not have

these barriers. A survey of patients visiting physi-
cians' offices found that most patients thought
inquiry into alcohol consumption was an appro-
priate physician duty.'2 Therefore, it is important
for individuals and groups of physicians to discuss
and resolve the ambivalence toward this substan-
tial medical problem and to support innovative
education and practice environments for alcohol
prevention strategies.

Table 1. Model ofprimary health care: Intensity
Of i'nterventi.on shiould increase as risk increases.

PHYSICIANS' SUBSTANTIAL
ROLES LOW RISK ELEVATED RISK RISK

Intervention Primary Brief Specialized
prevention intervention treatment

Primary Health Identification Identification
health care promotioni Assessment Assessment

Advocacy Brief Referral
Role model counseling Follow up

Follouv up

Datafrom the College ofFamilly Pl4Ayicians of Canada.

ARAI intervention
The Canadian Task Force on the Periodic Health
Examination has recommended that physicians
screen and provide counseling for patients who
are at risk or suffer from problems related to alco-
hol.'3 Evidence from randomized, controlled
trials demonstrates that screening and brief
advice by primary care physicians to reduce con-
sumption of alcohol reduces morbidity'4 6 and
mortality.'7 Following this recommendation the
College of Family Physicians of Canada struck a
committee (ARAI) to develop materials to train
Canadian family physicians to intervene in prob-
lem drinking. The primary target for the training
would be practising family physicians and family
medicine residency programs, but the materials
would be suitable for other health care providers.
The materials were developed by a national

steering committee and were based on the litera-
ture and expert advice.3
The ARAI process consists of four compo-

nents: ask, assess, advise, and assist. The process
is intended to be general, in that it can be adapt-
ed to any type of patient encounter and is flexible.
It can be adapted to either a long, comprehensive
or a short session. The goals of therapy can be
low-risk drinking or abstinence. Goals are more
likely to be achieved if they are matched to the
severity of the problem and if patients are able to
judge their ability to change.

Ask. Routine screening has several benefits. It
allows one to identify problems before they
become serious, it educates patients, and it moti-
vates some patients by expressing interest in their
drinking. Family practice provides many opportu-
nities in many settings for screening. One can
inquire about alcohol during checkups, counsel-
ing family planning visits, or when discussing
other lifestyle issues. It is appropriate to ask about
alcohol when symptoms or signs suggest harmful
drinking or when a family member or employer is
concerned. The ARAI Committee recommends
that all patients older than 12 years be screened.

Screening is intended to identify those who are
drinking at hazardous or potentially dangerous
levels. After inquiring whether a patient ever
drinks alcohol, one should ask about family or
individual problems and about the quantity of
alcohol consumed. The questions from the
CAGE questionnaire'8 (Table 2'9) are suggested.
Questions should be open, specific rather than
vague, and appropriate to the situation.

Drinkers are at low risk if they have never had
a problem (themselves or within the family)
caused by alcohol, answer "no" to each CAGE
question, drink within low-risk limits, and have
no contraindications to using alcohol. Patients at
low risk can be reassured about their status and
given a health promotion pamphlet, such as
ARAI's. 3

Patients are at elevated or substantial risk if
any of the following are present:
* a recent problem related to alcohol, or a past
problem and alcohol misuse is maintained,
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* a family member who drinks alcohol at
hazardous levels,

* a positive response to one or more CAGE
questions, or

* drinking exceeds any of the low-risk limits.

Assess. Once patients are identified as being
at elevated risk, obtain information about
their motivation to change and the severity of
alcohol-related problems.

It is important to assess motivation in order to
initiate appropriate therapy. The stages of moti-

vation describe mental processes people must
work through before they are able to make
meaningful changes in their lifestyles and main-

tain their momentum. Two questions are helpful
in assessing a patient's readiness for change:
What do you think about your drinking? and
With my help, would you be interested in further
assessment?
One model for behaviour change identifies six

stages through which patients must move as they
are modifying their behaviour:
* precontemplation (has not thought of a prob-
lem or of a change),

* contemplation (is considering change),
* preparation (is planning change in the near

future),
* action (has initiated change),
* maintenance (is maintaining an ultimate goal),
and

* relapse (has attempted change but has not been
able to maintain it).

Lifestyle change suggestions at the precontempla-
tive stage would very likely meet with resistance
and ambivalence. Success is more likely if patients
are provided with brief promotional information,
such as low-risk limits; if they are given feedback
on their level of risk; or if their health concern

can be linked to at-risk drinking. Ultimately,
patients are responsible for initiating and main-
taining change. Physicians can facilitate change
with clear messages of concern and offers to con-

tinue queries in follow-up appointments. Patients
who are thinking about or preparing for change
should be assessed for the severity of their risk.

Determining the severity of alcohol-related
problems is important for defining appropriate
treatment goals. Non-dependent drinkers who
are drinking at hazardous levels or who have
experienced at least one problem related to alco-
hol are likely to reject a goal of abstinence and
can be taught skills to reduce their consumption
to low-risk levels. Drinkers who meet the criteria
for dependence often do not respond to brief
intervention and should be referred to specialized
treatment services.

Alcohol dependence, as defined by ICD-10
and DSM-III-R criteria, is present when three
or more of the following are present: compulsion
to drink, difficulty controlling the level of use or

reducing use, using alcohol to relieve or avoid
withdrawal symptoms, withdrawal symptoms,
tolerance to effects, reduced activities unrelated
to alcohol, more time with alcohol, some loss of
role obligations, and continued use of alcohol
despite consequences (only DSM-III-R). The
pattern of use has been established for more

than 1 month (DSM-III-R) or within the past
year (ICD-10).2'
One can assess severity by using the following

tools. The 10-item AUDIT questionnaire is quick
and is useful across cultures to identify harmful
drinkers or dependency with accuracy.'' Physical
examination and biochemical markers can be
used to document severe, chronic problems.'3
Alternatively, to approximate a "best match," one
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Ha.ve you ever felt guilty over
*=J[ consequences ofdrinking?

i Have you ever had an geopener

Reprinted with permissionfifm D'Archmgdo.'8
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can look for patient characteristics that have been
associated with success in treatment (Table 3).3

Even after the patient agrees to a treatment
goal, regular follow-up care will allow one to
monitor the appropriateness of the intervention
strategy and change goals if necessary.

Advise. Physicians can now give feedback as to
the severity of the patient's drinking problem and
advise brief intervention or specialized treatment.
Brief intervention can be used with elevated-risk
patients and substantial-risk patients unwilling to

attend specialized treatment. If patients do not

attain a specific goal before the follow-up
appointment, the need for referral services is
established. During the first visit a specific short-
term or possibly long-term goal should be negoti-
ated. The goal can be either to stop drinking or

to switch to low-risk drinking. Both of these goals
can be achieved in several ways.

* Cut down gradually until reaching a final goal.
* Drink within the limits of low-risk drinking

right away.

* Stop drinking for 2 to 3 weeks. Then on follow
up, one can decide to continue with no alcohol
or to drink at a low-risk level.

Those drinking more than 40 drinks weekly
should be advised to cut down slowly and obtain
social support. Specialized intervention is best for
substantial-risk patients who have severe alcohol-
related problems or dependency, other drug use,

comorbid mental illness, or a life crisis.

Assist. Some patients have the personal
resources and such a mild problem that they can

stop drinking or cut down to a low-risk level with
simple advice and follow up. Smoking cessation
trials24 have shown that providing self-help mate-
rials increases the proportion of patients who stop
smoking. Using text provided by Dr Martha
Sanchez-Craig, the ARAI Steering Committee
has developed a workbook to assist patients quit-
ting or cutting down on their drinking. Specific
advice to patients to work through the exercises
can provide them with motivation to change and
a personal strategy to anticipate and prevent slips.
On follow up, physicians can clarify and reinforce
motivation and coping skills. They should also
suggest that follow up is important to deal with
relapse. Failure to achieve goals could be reason

to discuss referral to specialized services.

Discussion
Studies supporting the effectiveness of brief cog-

nitive-behavioural intervention have been pub-
lished for about 20 years. A variety of brief
intervention techniques are described in the liter-

212ature. 5-27 Core components consist of assessing
alcohol intake, providing information on harmful
and hazardous drinking, and offering clear advice
focused on drinking behaviour for the individual.
Booklets for patients are often used with the inter-
vention. Factors that improve the outcome of
brief intervention programs used in Ontario for
problem (largely non-dependent) drinkers include
allowing individuals to choose their goals28 and
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Table 3. Patient characteristics affecting
risk oftreatment failure

Factors that reduce risk of failure: brief intervention appropriate

Socially stable

Absence of severe psychosocial problems
............................................................................................................

Absence of symptoms of severe dependence
............................................................................................................

High motivation for change

Unwilling to attend specialized treatment

Factors that indicate substantial risk of severe problems or dependence:
spedalized treatment appropriate

Lack of social support

Severe psychosocial problems

Excessive use of other drugs (other than nicotine)

Symptoms of severe dependence

* Compulsion to drink or obsession with drinking

* Impaired control

* "Relief" drinking (to avoid withdrawal)
............................................................................................................

* Withdrawal symptoms
............................................................................................................

* Increased tolerance
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providing materials with specific steps to reach
abstinence or controlled drinking, rather than
general information on alcohol's effects.29

Multiple trials comparing brief treatments with
specialist treatments (inpatient or outpatient) have
failed to show extra benefit of the more extended
and comprehensive programs.30 However, match-
ing treatments to severity and number of prob-
lems is expected to improve effectiveness. Where
brief interventions are unsuccessful, more com-
prehensive interventions could prove effective.
One study found that having many problems was
predictive of poor outcome from brief treatment,
whereas severity of drug involvement was not.31
These results suggest that patients who have
problems directly relating to their alcohol misuse
alone and irrespective of severity would be candi-
dates for brief treatment. Those with other seri-
ous problems could need a broader-spectrum
approach.

Use of brief intervention in primary care has
been limited, although large, controlled trials
demonstrate its effectiveness in reducing alcohol

consumption.'5 A meta-analysis of two large stud-
ies and four smaller, comparable studies showed
consistently positive effects, and an overall effect
of a 24% reduction in consumption (95% confi-
dence interval 18% to 31 %).14 Because assess-
ment of patient controls is unavoidable and yet is
an important component of brief treatments, the
overall effectiveness of focused treatment has
probably been underestimated.

What comes next?
The ARAI project has now developed materials
to support family physicians in postgraduate
training and in practice to screen for and prevent
alcohol problems in their patients. The materials
include a health promotion pamphlet, a reference
manual, a patient workbook, and a monitoring
flow sheet for charting.3 Responses to pilot tests of
the materials have been positive, in that practising
family physicians report that the ARAI process
was useful and that they learned new skills during
the training. The project will be disseminated
through the provincial chapters of the College of
Family Physicians of Canada and the residency
programs. The first "Train the Trainers" work-
shop was held in March 1994. The ARAI
Steering Committee is now evaluating the
process. The ARAI Steering Committee initially
decided that the materials would be made avail-
able only to those who attend the training events.

Educating all family physicians in Canada on
focused intervention is not the only important
task pending. Physicians need to become aware of
their attitudes about patients with alcohol prob-
lems to allow themselves to work objectively. Most
physicians hold strong views on alcohol, which
are based on their personal values and experi-
ences, early modeling of poorly informed men-
tors, and a poorly informed Canadian society.
They lack support from society, manifested by
inconsistent insurance schemes, punitive person-
nel policies, weak medical society policies, and
poorly defined legal and confidentiality guide-
lines. Ambivalence can be sorted out by open dis-
cussions and negotiated policies, as exemplified
by the recent Canadian Medical Association
statement on alcohol, which clarified physicians'
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roles. " Clearly, if family physicians are provided
with brief training and resources, with experience
and social support, they can become effective in
preventing and reducing harm from alcohol. E
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THERAPEUTIC CLASSIFICATION
Anti-inflammatory, analgesic and antipyretic agent.
INDICATION
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ankylosing spondylitis and juvenile rheumatoid arthritis.
CONTRAINDICATIONS
Naprosyn should not be given to patients with active
peptic ulcer or active inflammatory disease of the
gastrointestinal tract. It is also contraindicated for those
who have shown a sensitivity to it and for patients in
whom ASA or other NSAIDs induce the syndrome of
asthma, rhinitis or urticaria. Sometimes severe and
occasionally fatal anaphylactoid reactions have occurred
in such individuals. Suppositories should not be given to
patients under 12 years of age or those with
inflammatory lesions of the rectum or anus.
WARNINGS
Peptic ulceration, perforation and gastrointestinal
bleeding, sometimes severe and occasionally fatal have
been reported during therapy with NSAIDs, including
Naprosyn.
Naprosyn should be given under close supervision to
patients prone to gastrointestinal tract irritation
particularly those with a history of peptic ulcer,
diverticulosis or other inflammatory disease of the
gastrointestinal tract. Patients taking any NSAID should
be instructed to contact a physician immediately if they
experience symptoms or signs suggestive of peptic
ulceration or gastrointestinal bleeding. These reactions
can occur without warning at any time during the
treatment. Elderly, frail and debilitated patients appear to
be at higher risk from a variety of adverse reactions from
NSAIDs. For such patients, consideration should be given
to a starting dose lower than usual.
The safety of Naprosyn in pregnancy and lactation has
not been established and its use is therefore not
recommended.
PRECAUTIONS
Naprosyn (naproxen) should not be used concomitantly
with the related drug Anaprox (naproxen sodium) since
they both circulate in plasma as the naproxen anion.
GI system:
If peptic ulceration is suspected or confirmed, or if
gastrointestinal bleeding or perforation occurs, Naprosyn
should be discontinued, and appropriate treatment
instituted.
Renal Effects: Patients with impaired renal function,
extracellular volume depletion, sodium restrictions, heart
failure, liver dysfunction, those taking diuretics, and the
elderly are at greatest risk of developing overt renal
decompensation. Assessment of renal function in these
patients before and during therapy is recommended.
Naprosyn and its metabolites are eliminated primarily by
the kidneys, and therefore, a reduction in daily dosage
should be anticipated to avoid the possibility of drug
accumulation in patients with significantly impaired
renal functinn.

Peripheral edema has been observed, consequently,
patients with compromised cardiac function should be
kept under observation when taking Naprosyn. Naprosyn
Suspension contains sodium chloride (20 mg/mL). This
should be considered in patients whose overall intake of
sodium must be restricted.
As with other drugs used with the elderly or those with
impaired liver function it is prudent to use the lowest
effective dose.
Severe hepatic reactions including jaundice, and cases of
fatal hepatitis have been reported with NSAIDs. The
prescriber should be alert to the fact that the anti-
inflammatory, analgesic and antipyretic effects of
Naprosyn may mask the usual signs of infections.
Periodic liver function tests and ophthalmic studies are
recommended for patients on chronic therapy. Caution
should be exercised by patients whose activities require
alertness if they experience drowsiness, dizziness, vertigo
or depression during naproxen therapy. Naprosyn may
displace other albumin-bound drugs from their binding
sites and may lead to drug interactions or interfere with
certain laboratory tests. See Product Monograph for
further details.
ADVERSE REACTIONS
(1) Denotes incidence of reported reactions between 3%
and 9%. (2) Denotes incidence of reported reactions
between 1% and 3%. See Product Monograph for
reactions occurring in less than 1% of patients.
Gastrointestinal: Heartburn(1), constipation(1),
abdominal pain(1), nausea(1), diarrhea(2), dyspepsia(2),
stomatitis(2), diverticulitis(2). Rectal burning(1) has been
reported occasionally with the use of naproxen
suppositories.
Central Nervous System: Headache(1), dizziness(1),
drowsiness(1), lightheadedness(2), vertigo(2),
depression(2), and fatigue(2).
Skin: Pruritus(1), ecchymoses(1), skin eruptions(1),
sweating(2), and purpura(2).
Cardiovascular: Dyspnea(1), peripheral edema(1), and
palpitations(2).
Special Senses: Tinnitus(1), and hearing
disturbances(2).
Others: Thirst(2).
Adverse reactions reported for SR tablets were similar to
standard tablets.
DOSAGE AND ADMINISTRATION
Adult: Oral: The usual total daily dosage for
osteoarthritis, rheumatoid arthritis and ankylosing
spondylitis is 500 mg (20 mL, 4 teaspoons) a day in
divided doses. It may be increased gradually to 750 or
1000 mg or decreased depending on the patient's
response. Patients with rheumatoid arthritis or
osteoarthritis maintained on a dose of 750 mg/day in
divided doses can be switched to a once daily dose of
Naprosyn SR 750 mg. The single daily dose of Naprosyn SR
should not be exceeded and can be administered in the
morning or evening. Naprosyn SR tablets should be
swallowed whole.
Rectal: Naprosyn Suppositories (500 mg) can replace
one of the oral doses in patients receiving 1000 mg of
Naprosyn daily.
Juvenile Rheumatoid Arthritis: The recommended daily
dose is approximately 10 mg/kg in two divided doses.
AVAILABILITY
Naprosyn is available as: 125 mg, 250 mg, 375 mg, and
500 mg Tablets, as 250 mg, 375 mg and 500 mg Enteric
Coated Tablets, as 750 mg Sustained-Release Tablets and
500 mg Suppositories. Suspension: Each 5 mL contains
125 mg of naproxen. Shake bottle gently before use.
Pharmacists are to provide the Naprosyn Patient
Information leaflet when dispensing this drug. Product
Monograph available to health professionals upon
request.
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MORE THAN IMPROVED GI TOLERABILITY.
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